Assessing the combined impact of health-related behaviors is complex. Several studies have shown that specific health behaviors, such as smoking, current drinking, and physical inactivity are associated with poor health outcomes in Western countries, as well as in Korea [1] [2] [3] [4] [5] [6] . Moreover, in the prevention of chronic diseases, these modifiable risk factors are an even greater concern [7, 8] . In most studies, independent risks of health-related behaviors are evaluated using statistical adjustment for other risk factors and confounders. However, poor health behaviors and protective factors often coexist with one another. Thus, identifying independent risks of health behaviors and assessing them together, based on a combined impact, are both important.
reported that adherence to a Mediterranean diet and a healthy lifestyle was associated with a more than 50% lower rate of all-cause mortality [10] . The most recent study that evaluated the influence of combined health behaviors on mortality reported that, compared to those with no poor behaviors, persons with four poor health behaviors had a 3.49-fold increased risk for all-cause mortality [12] .
When quantifying the combined impact, counting number of poor and good health behaviors is common; however, this method is only possible under the assumption that the magnitudes of all poor and good health behaviors are equal. Realistically, the magnitude of their effects regarding mortality is not always equal [11, 12] . Thus, weighting the effects of health behaviors by accounting for their magnitude seems more reasonable.
Because most deaths occur among older persons, alternative measures, such as premature mortality, have been proposed to reflect mortality in younger age groups by weighting deaths occurring at younger ages more heavily than those occurring in older populations [13] . Despite its importance, few studies have been performed to evaluate the combined risks of health behaviors on premature mortality in Korea. Because well-known risk behaviors, such as smoking and alcohol consumption, have been studied predominantly in males in Korea, we examined the risk of both individual and combined health behaviors on premature mortality in middle aged men in Korea.
I. Study Cohort
The design of the Seoul Male Cohort Study has been described previously [14] [15] [16] . The original cohort was recruited in January 1992. Criteria for the eligible population were males aged 40 to 59 years, residing in or near Seoul, who were beneficiaries of the Korea Medical Insurance Corporation (KMIC), and who were confirmed to be disease-free at a biennial health checkup conducted in 1990. KMIC, now known as the National Health Insurance Corporation (NHIC), covered all government employees, school teachers, and pensioners at the time of the study. For the baseline evaluation, a self-administered questionnaire survey was used with stratified cluster random sampling. Four strata of institutions, according to the size of their source population, were selected initially. Based on an estimated questionnaire response rate of 50%, 29 918 subjects were sampled in total. After mailing the 16-page questionnaire up to three times, 14 533 completed baseline surveys were collected with information regarding demographics, past medical history, family history, dietary habits, and life style characteristics.
II. Assessment of Health Behaviors
Age at entry was grouped into 5-year groups of 40 to 44, 45 to 49, 50 to 54, and 55 to 59 years. Smoking and alcohol behavior were divided into three categories: current, former, and never. Body mass index (BMI) was calculated as weight (kg) divided by squared height (m 2 ), which was then classified according to the BMI classification recommended by the World Health Organization [17] .
For assessing physical activity, the question "In the past year, how many days a week have you spent on vigorous exercise or physical labor?" was asked. Based on the response, physical activity was categorized as none, 1 to 3 times, and 4 times. For sleep hours, respondents were asked to report the usual number of sleep hours, including naps. Education level response categories were no education, elementary school, middle school, high school, community college, university, and postgraduate. There were also questions about past medical history, including whether the subjects had diabetes mellitus or hypertension.
III. Outcome Assessment
Each cohort participant was followed from January 1, 1993 to December 31, 2008. Mortality data were collected annually using death certificates from the National Statistical Office. About 97% of deaths in Seoul are accompanied by death certificates issued by a doctor. Causes of death are given with the International Classification of Disease (ICD)-10 codes.
To define premature death, life expectancy data for middle-aged men in 1992 from the National Statistical Office were used. In 1992, life expectancy was 31.54, 27.78, 23.27, and 19.49 for males aged 40, 45, 50, and 55 years, respectively [18] . Any cause of death before the life expectancy for their age group was defined as a premature death in this study. Finally, to develop a risk stratification algorithm to assess combined health behaviors in relation to all-cause premature mortality, we assigned risk behaviors that were significantly identified in the multivariate analysis as variables to calculate the health risk score. Assessments of health behavior as a health risk score were developed as described previously [19] . Briefly, we used the coefficients of the Cox proportional hazard model and organized the risk and protective factors with p-values <0.1 into categories. After determining the reference values for each, we computed how far each risk factor category was from the baseline category in terms of the coefficient. We then weighted them with points proportional to the regression coefficient values, and points were rounded to the nearest integer. A health risk score was calculated for each study participant and they were grouped according to their total points and allcause premature mortality, and hazard ratios were calculated. Three different risk groups were categorized according to their magnitude and Kaplan-Meier survival curves were drawn for the three groups. All analyses were conducted using the SAS version 9.2 (SAS Inc., Cary, NC, USA).
IV. Statistical Analyses
General characteristics are shown in Table 1 . Age at entry, education level, smoking, and drinking status were significantly different between the live cohorts and cohorts with premature death. Table 2 shows causes of death in cohorts with ICD-10 codes. Cancer (54.0%) was the leading cause of death, followed by cardiovascular disease (9.6%) and cerebrovascular disease (7.2%).
Of the 14 533 males who completed the baseline questionnaire survey, after excluding those with cancer, cerebrovascular disease, or myocardial infarction, a cohort of 14 205 remained for the multivariate analysis. Table 3 presents the hazard ratios (HRs) and their 95% CIs for premature mortality associated with each health behavior. In the multivariate analysis, higher age group, current smoking, current drinking, BMI 25, sleeping hour 5, education below middle school, and selfreporting of hypertension and diabetes were associated with premature mortality, while regular exercise ( 4 times per week) showed a protective effect against premature mortality. The risk increased linearly with age, with those 55 to 59 years of age having the highest risk of premature mortality with 9 points; other health behaviors varied between -1 to 5.
After excluding subjects without information on the health behaviors selected for the health risk score calculation, each cohort participant's total health risk score was calculated. Mortality risk (%) increased as total score increased (p-trend < 0.01) ( Table 4) . Compared to those with 1 to 3 points, those with 22 to 25 points were at an 11.09-fold higher risk, and those with 26 to 28 points were at a 16.92-fold higher risk of premature mortality. Figure 1 shows the Kaplan-Meier curves stratified into three groups based on risk scores of 1 to 9, 10 to 19, and 20 to 28 points. The corresponding log-rank test p-value is <0.01. In this study, we examined both individual and combined impacts of health behaviors in middle-aged men in Korea using the Seoul Male Cohort Study. We found a significantly increased risk of premature mortality associated with current smoking and drinking, high BMI, fewer sleep hours, and less education. There was a strong trend towards an increase in mortality risk as the score increased and, when stratified into three groups according to points, the HR of participants with a score of 20 to 28 points indicated the highest risk of premature mortality.
Health behaviors such as smoking, drinking, and physical inactivity are associated with both mortality and the development of chronic disease among Koreans, as determined by studies using multivariate modeling with statistical adjustments for other risk factors and confounders [20] [21] [22] . A study that evaluated smoking and mortality using the Korean Multicenter Cancer Cohort reported that smoking was significantly associated with an increased risk of mortality, especially lung cancer mortality [20] . Another study that investigated smoking-attributable mortality among Korean adults found that the smoking-related death rate was about 30.8% in male adults [21] . A case-control study that evaluated the effects of excessive drinking on mortality found significant adverse effects of alcohol dependence on both mortality and chronic health conditions [22] . Other studies have reported a protective effect of regular exercise and physical activity on both morbidity and mortality in Koreans [3, 23] .
Due to complex interactions between health behaviors and the high correlation between risk factors, recent studies have focused on the combined impacts of health behaviors. The EPIC-Norfolk prospective population study reported that people with no healthy behaviors were at an increased risk of all-cause mortality, by 4.04 times [9] . The four healthy behaviors used in the EPICNorfolk study were current non-smoking, not physically inactive, moderate alcohol intake, and plasma vitamin C >50 mmol/L, indicating a fruit and vegetable intake of at least five servings per day. The Hale project investigated the single and combined effects of health behaviors on all-cause and cause-specific mortality in elderly European individuals, and used adherence to a Mediterranean diet, moderate alcohol use, physical activity, and nonsmoking as four healthy behaviors [10] . In our study, we not only included health behaviors, such as smoking, drinking, physical activity, and sleeping hours, but also considered BMI and education level.
Our findings are consistent with previous findings from studies that have evaluated the combined impact of health behaviors [9] [10] [11] [12] . The presently selected health risk behaviors overlapped with well-known poor health behaviors. However, the magnitude of the combined risk is generally higher in this study as compared with previous reports [9] [10] [11] [12] . Previous studies did not weight different risk factors, even though there are clear differences between different risk factors in terms of the magnitude of their respective effects on mortality. In this study, we generated a scoring system to weight different health risk behaviors by considering their actual effect size on premature mortality. The group with 26 to 28 points had a 16.92-fold higher risk of premature death than the group with 1 to 3 points in our study. This suggests that the combined effects of health risk behaviors should be assessed and weighted in terms of their impact.
This health risk score system represents an effort to make tools available to clinicians to aid in their decisionmaking process regarding the practice of preventative services and to assist them in motivating patients to adopt healthier behaviors. In our scoring system, nonmodifiable factors such as age and education level were included. In particular, age had the highest impact on mortality. It should be noted that this system is one means of simplifying the assessment of the multifactorial nature of mortality. Theoretical and statistical models were used to develop this scoring system, therefore applying it to the general population remains to be validated. This scoring system is one approach for making complex statistical models useful to practitioners. The scoring system used in this study has been widely used to develop scoring systems for cardiovascular diseases [24] [25] [26] . However, one limitation of using a points system rather than the Cox model is that, to achieve simplicity in use, we lose some of the information that is only captured using the entire Cox model. This study has several strengths. First, this is a prospective cohort study with a follow-up period of 15 years. A baseline questionnaire survey was performed at the initial recruitment and only those who were considered to be free of disease at the health screening were included. Thus, there is a clear temporal relationship between health behaviors and outcome, which leads to a clear causal relationship. In addition, there have been nearly 1000 deaths to date in the cohort, representing about 7% of all study participants. Methodological advances in considering different effect sizes when evaluating combined effects of health behaviors reflect actual phenomena more accurately than just quantifying risk factors.
Nevertheless, there are some limitations to this study. First, the questionnaire survey was only performed once at the baseline period, even with the knowledge that some health behaviors change over time. However, by definition, the aim of this study was to identify healthrelated behaviors at the time of initial assessment and their association with premature mortality, and this should be differentiated from health-related behaviors over the follow-up period. Generally, it is known that lifestyle habits are characteristics of a person's way of living and reflect life-long health habits [27, 28] . Second, all deaths among participants were counted as premature deaths. The life expectancy of participants ranged from 19.49 to 31.54 in 1992, and the shortest life expectancy was still longer than the follow-up period. Thus, there needs to be a longer follow-up period to ascertain all premature deaths from the study population. Moreover, we used all causes of death, even including 'Others', which accounted for 22.2% of all deaths. Third, dietary habits and laboratory findings were not included in our analysis to calculate health risk scores. In addition, when assessing alcohol intake in this study, we used current and past alcohol drinking rather the total amount of alcohol intake. To develop a more accurate health risk scoring system, further studies that incorporate dietary habits and laboratory findings are required. However, the aim of the present study was to examine the use of a simple score that could be conceptually easy to understand and used in clinical practice, rather than complex algorithms.
In conclusion, in this prospective cohort study, smoking, drinking alcohol, physical exercise, sleep hours, education level, and BMI were associated with premature mortality. When combined, there was a strong trend towards increased mortality risk as the score increased. This finding suggests that modifiable risk factors, such as smoking, drinking, and physical activity, have considerable impacts on premature mortality. Interventions for patients at a high risk of premature mortality should stress various preventative measures that consider combined health behaviors. Further studies are required to validate the developed scoring system and to focus on not just on all causes of premature mortality, but also age-specific and cause-specific premature mortality, such as cardiovascular disease and cancer mortality. 
